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S U M M A R Y
For centuries, the Guinea worm parasite (Dracunculus medinensis) has caused disabling misery, infecting
people who drink stagnant water contaminated with the worm’s larvae. In 2012, there were 542 cases of
Guinea worm reported globally, of which 521 (96.1%) were reported in South Sudan. Protracted civil
wars, an inadequate workforce, neglect of potable water provision programs, suboptimal Guinea worm
surveillance and case containment, and fragmented health systems account for many of the structural
and operational factors encumbering South Sudan’s Guinea worm eradication efforts. This article
reviews the impacts of six established Guinea worm control strategies in South Sudan: (1) surveillance to
determine actual caseload distribution and trends in response to control measures; (2) educating
community members from whom worms are emerging to avoid immersing affected parts in sources of
drinking water; (3) ﬁltering potentially contaminated drinking water using cloth ﬁlters or ﬁltered
drinking straws; (4) treating potentially contaminated surface water with the copepod larvicide
temephos (Abate); (5) providing safe drinking water from boreholes or hand-dug wells; and (6)
containment of transmission through voluntary isolation of each patient to prevent contamination of
drinking water sources, provision of ﬁrst aid, and manual extraction of the worm. Surveillance,
community education, potable water provision, and case containment remain weak facets of the
program. Abate pesticide is not a viable option for Guinea worm control in South Sudan. In light of
current case detection and containment trends, as well as capacity building efforts for Guinea worm
eradication, South Sudan is more likely to eradicate Guinea worm by 2020, rather than by 2015. The
author highlights areas in which substantial improvements are required in South Sudan’s Guinea worm
eradication program, and suggests improvement strategies.
 2013 International Society for Infectious Diseases. Published by Elsevier Ltd. All rights reserved.
Contents lists available at SciVerse ScienceDirect
International Journal of Infectious Diseases
jou r nal h o mep ag e: w ww .e lsev ier . co m / loc ate / i j id1. Introduction
Guinea worm disease is caused by a parasitic nematode,
Dracunculus medinensis (‘al-’irq al-madini’, or Medina worm, after
Medina in Saudi Arabia) and dates back at least 3600 years. An adult
Guinea worm is thought to be the ‘snake’ on the staff (Asklepian) of
the Greek God of medicine Asclepius, which is also on the World
Health Organization (WHO) logo.1 Infection is transmitted through
drinking water containing copepods infected with Guinea worm
larvae. In the human stomach, the copepods are destroyed by gastric
juices, leaving the infectious larvae, which then migrate to the small
intestine where they penetrate the intestinal wall and migrate to the
thorax. It takes 60–90 days after infection for the male and female
larvae to mature and mate. Infected individuals are asymptomatic
until 10–14 months later, during which period the gravid female* Tel.: +61 892216537.
E-mail address: niyi.awofeso@uwa.edu.au
1201-9712/$36.00 – see front matter  2013 International Society for Infectious Disea
http://dx.doi.org/10.1016/j.ijid.2013.03.003(now up to 100 cm long) relocates to subcutaneous tissues and
initiates itchy, inﬂamed and painful lesions, typically on the feet and
lower leg. The itching and pain prompts the use of water as therapy,
which, in rural communities, usually means wading through lakes
and ponds. When the painful and itchy lesions are exposed to water,
the female worm extrudes thousands of motile larvae, which are
ingested by copepods, where larvae mature and become infective.
Besides causing moderate pain, an emerging worm can incapacitate
a person for several months.2When humans drink water containing
infected copepods, the infectious cycle continues. There is no animal
or environmental reservoir of D. medinensis. There is no vaccine or
chemotherapy to prevent or treat Guinea worm disease. The current
mainstay of treatment is submersion of the affected lesion to
facilitate the release of eggs by the female worm and the provision of
subjective pain relief; extrusion of the worm by wrapping it around a
piece of stick is similar to the prescribed method in the 1550 BC
Egyptian medical text, the Ebers papyrus3 (Figure 1).
The WHO Africa Regional Ofﬁce, which is directly responsible
for the four nations with the remaining Guinea worm caseses. Published by Elsevier Ltd. All rights reserved.
Figure 1. Adult Guinea worm being removed from a patient’s foot in the village of
Yari in Central Equatoria, South Sudan in 2010. Photo: AFP/LOUISE GUBB. Accessed
via The Telegraph of February 17, 2010.
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target to interrupt the transmission of the disease in the remaining
endemic countries by 2015.4 All World Health Assembly Resolu-
tions related to Guinea worm to date are summarized in Table 1.
The global Guinea worm campaign has made remarkable progress,
with the number of reported cases reduced from 900 000 from 20
countries in 1989 to 542 from four countries at the end of 2012. All but
21 of 542 cases of Guinea worm reported globally in 2012 (96.1%)
were from South Sudan. South Sudan is situated in the United Nations’
East African sub-region and has a population of 10.3 million (2011
World Bank estimate). This impoverished nation was admitted to the
United Nations on July 9, 2011. It has been devastated by two civil
wars (1955–1972; 1983–2005), and currently has a volatile
demilitarized zone with Sudan due to a dispute over the oil-rich
Abyei region, as well as allegations that South Sudan is engaged in a
proxy war with the administration of Sudan’s President Bashir. The
chronic political instability in South Sudan has caused two million
deaths and four million refugees or internally displaced persons over
the past four decades. These political problems are compounded by an
adverse climate, with the Sahara desert advancing 1 km a year and
rainfall less by about 40% in northern Darfur compared with four
decades earlier.5 In addition, historical tensions between pastoralists
and agriculturalists, the proliferation of arms, and the absence of
democracy until 2011 led to the near-collapse of South Sudan’s health
system, and severely hampered efforts to control Guinea worm and
other public health problems.
The Carter Center, United States Centers for Disease Control and
Prevention (CDC), UNICEF, WHO, and BASF chemical company
provide additional ﬁnancial, training, logistical, and technical
support to South Sudan’s Guinea worm control program. Currently,
the program has a total of 28 000 village volunteers, supervisors,
and other health staff working to control Guinea worm on a budget
of about US$ 2 million per year.6 This article reviews the Guinea
worm eradication efforts of South Sudan from 2006 (when the
South Sudan Guinea worm Eradication Program (SSGWEP) was
launched) to date, and proposes evidence-based approaches to
achieve the goal of global Guinea worm eradication. MultipleTable 1
World Health Assembly Resolutions related to Guinea worm elimination/eradication4
Resolution Date Primary Goal
WHA 34.25 May 22, 1981 Formalizing International Drinking Water a
WHA 39.21 May 16, 1986 Initiating global Guinea worm elimination
WHA 42.29 May 19, 1989 Declaration of goal of Guinea worm elimin
WHA 44.5 May 13, 1991 Declaration of goal of Guinea worm eradica
WHA 50.35 May 14, 1997 Calling for international coordination of eff
WHA 57.9 May 22, 2004 Declaring the goal of Guinea worm eradica
WHA 64.16 May 24, 2011 Urging international support and surveillandatabases were used for the literature search, including CINAHL
Plus, PubMed, and TRIP Databases. Of these, CINAHL Plus and
PubMed were mainly used, due to extensive data and the ‘AND’
search function, by which search terms can be combined to narrow
down the results. Using CINAHL Plus, there were 108 results for the
keywords ‘‘Guinea worm disease’’ and ‘‘South Sudan’’, of which 39
were pertinent to this study. Similarly on PubMed, the key words
‘‘Guinea worm disease’’ and ‘‘South Sudan’’ revealed nine pertinent
citations. In addition, the author accessed Google Scholar, CDC’s
‘‘Guinea worm Wrap Up’’ newsletters, and the South Sudan
Government websites for additional information on the topic.
2. Review of components of South Sudan’s Guinea worm
eradication program
Evidence-based integrated Guinea worm control strategies
entail: (1) surveillance to determine actual caseload distribution
and trends in response to control measures; (2) educating
community members from whom worms are emerging to avoid
immersing affected parts in sources of drinking water; (3) ﬁltering
potentially contaminated drinking water through cloth ﬁlters or
ﬁltered drinking straws; (4) treating potentially contaminated
surface water with the copepod larvicide temephos (Abate); (5)
providing safe drinking water from boreholes or hand-dug wells;
and (6) containment of transmission through voluntary isolation of
each patient to prevent contamination of drinking water sources,
provision of ﬁrst aid, and manual extraction of the worm.7,8
2.1. Surveillance
Population Health Surveillance is a central component of the
international Guinea worm eradication effort to aid planning,
monitoring, and certiﬁcation of disease elimination.9 Case deﬁni-
tion determines the scope of Guinea worm surveillance. The joint
WHO/CDC standard case deﬁnition for Guinea worm disease is: ‘‘a
person exhibiting or having a history of a skin lesion with
emergence of a Guinea worm’’.10 The case deﬁnition adopted by
SSGWEP is: ‘‘any individual exhibiting Guinea worm’’.11 The
absence of a history of skin lesion in the SSGWEP case deﬁnition
may create a delay in diagnosis by reducing the index of suspicion
among those with skin lesions until after the female Guinea worm
has spread the larvae in communal streams. However, reporting on
Guinea worm cases based on the appearance of blisters may result
in over-reporting.12 Four important priorities of Guinea worm
surveillance are geographical spread of case detection for the
disease, accuracy of reports of new cases from endemic villages or
counties, percentage of all Guinea worm cases contained, and
certiﬁcation for disease eradication.
Of South Sudan’s 79 counties, 71 were Guinea worm-free by
2012, compared with 57 Guinea worm-free counties in 2009. In
2012, 81% (410) of all Guinea worm cases in South Sudan were
concentrated in only one county – Kapoeta East, in Eastern
Equatoria State. Of these cases, 66% were contained, including 236
newly diagnosed patients who were voluntarily conﬁned to a case
containment center13 (Figure 2).nd Sanitation Decade, and stressing opportunities for Guinea worm eradication
ation in the 1990s
tion in 1995
orts to eradicate Guinea worm
tion by 2009
ce for Guinea worm eradication globally
Figure 2. Villages with dracunculiasis cases, South Sudan, September 30, 2012.
Source: World Health Organization, 2012.
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2007 and 2012 are shown in Figure 3.
Completeness of South Sudan’s national Guinea worm data
reporting in the ﬁrst 22 weeks of 2011 ranged from 11% to 40%, and
data were even less complete between 2006 and 2010.14 This
compares unfavorably with surveillance reporting for Guinea
worm disease in India, where completeness of surveillance
reporting consistently exceeded 80% throughout the duration of
the program.15 High workforce turnover, low literacy, defalcation,
and incompetence among health workers have reduced the impact
of the increased ﬁnancial resources on Guinea worm surveillance
so far.
Suboptimal technical knowledge, experience with, and under-
standing of, case containment was identiﬁed as a weak point of the
program at its inception in 2006, when only 8.2% (454/5565) of all
cases reported in South Sudan had accompanying patient forms and
dates verifying that the case containment process had been
followed.16 Importantly, collaboration between surveillance and
response ofﬁcers remain weak. This surveillance weakness is
evidenced by limited follow-up of most of the diagnosed Guinea
worm patients in Kapoeta East County who refused voluntary
containment in 2012. Kapoeta East County has the worst health care
coverage and least qualiﬁed workforce in Eastern Equatoria state.17
Guinea worm transmission is broken in a country once no new
cases occur for 12 consecutive months (i.e., one incubation period).
At this point, countries can apply for certiﬁcation of Guinea worm
disease-free status from the International Commission for theFigure 3. Reported cases of Guinea worm disease from South Sudan, 2007–2012.Certiﬁcation of Dracunculiasis Eradication (ICCDE). In 2010, Chad
experienced an outbreak of 10 cases after more than 12 years in the
pre-certiﬁcation stage. Also, Ethiopia in 2008 experienced an
outbreak with 41 cases, after 20 consecutive months with no
reported indigenous cases there.18 Given continuing political
instability, pastoral migration, poverty, inadequate health services,
and limited access to potable water in South Sudan’s Guinea worm
affected regions, it is important for SSGWEP to upgrade and
maintain surveillance activities within and beyond Kapoeta East
and seven other Guinea worm endemic counties.
2.2. Patient and community education
Experience in countries where Guinea worm has been
successfully eradicated over the past two decades highlights the
primacy of intensive community effort in Guinea worm eradica-
tion. Affected communities need to be convinced that Guinea
worm is a preventable water-borne disease, and that infection
takes about 12 months to manifest as disease.19 Long-held
traditional beliefs in South Sudan’s villages about Guinea worm
transmission include a perception that Guinea worm is caused by
witchcraft, or by eating spoiled meat. Some traditional healers in
South Sudan regard Guinea worm as a protruding nerve, in line
with the erroneous teachings of Avicenna, and attempt to push the
worm back into the body, with serious adverse consequences for
patients.20 Given the high patronage of South Sudanese citizens to
traditional healers, a sound understanding of cultural and
treatment-seeking aspects of Guinea worm disease is essential
for developing effective community education campaigns. It may
also be useful to develop closer partnerships between SSGWEP and
traditional healers to facilitate prompt referrals for appropriate
treatment.
Strategically, it is necessary to understand local beliefs and work
through them, rather than bluntly antagonizing erroneous but
culturally-bound notions of the disease. In many Guinea worm
endemic villages, showing community members copepods in their
drinking water or in the nylon ﬁlters is a powerful community
education tool.21 Discussing pertinent case studies related to South
Sudan’s Guinea worm endemic communities may also be useful in
inﬂuencing behavior change. For example, community education
sessions may highlight a study in South Kordofan, Sudan, which found
that in households where more than half the adult members had
suffered from Guinea worm in the previous year, the children under 6
years old were nearly three times as likely to be malnourished.22 The
quality health education about Guinea worm in South Sudan is highly
variable due in part to the absence of a national Guinea worm health
education framework and the fact that most volunteers entrusted
with the responsibility of educating affected villagers are neither
health literate nor adequately motivated.
An essential feature of effective Guinea worm health education
programs is that they should emphasize problem solving, focusing
on what can be done rather than on prohibitions, and provide
tangible, achievable, and visible rewards for community efforts,
both short and long term. Health education on the use of ﬁlters, for
example, is unlikely to translate into Guinea worm risk reduction if
individual ﬁlters are not provided to nomadic groups as they
relocate with their livestock. In South Sudan, community educa-
tion has been problematic due primarily to high attrition rates of
trained village health workers as well as the frequent migration of
villagers in Guinea worm-affected areas in search of water and
food.23,24
2.3. Filtration of copepod-infested water
As ingestion of Guinea worm-infested water is critical to the
transmission of the disease, sustainable provision of potable water
N. Awofeso / International Journal of Infectious Diseases 17 (2013) e577–e582e580is a key control measure. In countries like Ghana, massive
investments in community potable water provision resulted in
84% of the population having access to safe drinking water by 2008.
This remarkable achievement laid the foundation for Ghana’s
accelerated Guinea worm eradication from 2008 to 2011.25 Recent
Millennium Development Goals data on South Sudan indicate that
only 35% of the nation’s population have access to a potable water
supply, compared with a current global average of 88%.26 In
particular, only 22% of the Guinea worm endemic villages in South
Sudan have access to clean drinking water.27 There is no long-term
substitute to providing South Sudan’s communities with regular
access to potable water. However, it is technically possible to
eliminate Guinea worm by using other interventions such as water
ﬁltration and community education in regions with limited access
to potable water and Guinea worm-infected streams.28,29
As a short- to medium-term measure, ﬁltration of Guinea
worm–copepod-infested water is a useful strategy for reducing
Guinea worm transmission. At an individual level, water pipe
ﬁlters such as the LifeStraw1 exemplify a low-cost water
puriﬁcation tool with a life-time of 700 liters – approximately 1
year of water consumption for one person, which may enable
residents of Guinea worm endemic areas of South Sudan to have
regular access to drinking water free of copepods and other
microbial contaminants. In a 2007 study, LifeStraw ﬁlters were also
found to reduce diarrheal cases among residents of El Masraf camp,
Geriza State, South Sudan. It is noteworthy that the compliance
rate with LifeStraw use in this camp was high, with 86.5% of
residents saying they always used it and only 3.7% saying they had
never used it.30 In South Sudan, about eight million personal water
ﬁlters were distributed in 2001.31 However, the low depth of
existing open water sources in South Sudan limits the acceptability
and feasibility of this Guinea worm prevention approach. In a 5-
month study of personal water ﬁlter use in neighboring rural
Ethiopia, 34% of participants reported using the device in the
preceding week and 13% reported consistent use. Most partici-
pants found the ﬂow too weak (particularly in muddy waters) and
preferred drinking unﬁltered water when thirsty.32 Nylon ﬁlters
used in communal ﬁltration units are more acceptable and
effective in South Sudan and Nigeria as a Guinea worm control
strategy, in part because improved clarity of communally ﬁltered
water and the convenience of having ample stores of drinking
water on demand provide additional incentives for adherence
compared with hand-held ﬁlters.33,34 About 700 000 units of
cotton cloth ﬁlters were distributed for communal water ﬁltration
in South Sudan between 1996 and 2001.31 However, these cotton
cloth ﬁlters were generally inefﬁcient and easily got blocked, thus
reducing the motivation of rural dwellers to ﬁlter their water. The
introduction of nylon water ﬁlters (which initially were donated by
the E. I. DuPont Company), led to increased acceptance and
enhanced effectiveness of household water ﬁltration as a Guinea
worm control measure in South Sudan from 2002 onwards.
2.4. Guinea worm larvicide Abate (temephos)
Abate (temephos) is an organic phosphate pesticide effective
against the larvae of Guinea worm and onchocerciasis. Because of
its relative safety to mammals and birds, it has been used widely
for the control of Guinea worm larvae since the late 1960s. Abate is
not approved for use in areas where there are ﬁsh. Abate
biodegrades rapidly and normally persists in the environment
for only a few days. One part per million of Abate has been shown
to kill copepods and Guinea worm larvae over a period of 5–7
weeks. The effectiveness of Abate in Guinea worm control was
demonstrated in Gberu, northern Ghana, where a pond that serves
as the major source of water for the community was found to be
infected. Following the introduction of Abate, the ponds wereCyclops-free for at least 5 weeks, and reapplication after 5 weeks
maintained the Guinea worm-free status of the pond.35 The use of
Abate not only requires estimation of the correct doses to be added
to water containers, but also retreatment at regular intervals. BASF
has so far donated more than 200 000 liters of Abate, valued at US$
4.1 million, through the Carter Foundation for Guinea worm and
onchocerciasis eradication globally.
Applying 1 g of Abate to 10 liters of water makes sense if the
quantity of water in lakes and ponds can be reliably estimated. In
South Sudan, the levels vary widely based on the weather, and
most Guinea worm cases occur between February and June when
pond and lake levels are low; replenishment of Abate has not been
undertaken, perhaps due to its unpleasant smell and the pale
yellow color it imparts to the scarce drinking water. It is unlikely
that Abate will be culturally acceptable to the majority of South
Sudanese people in Guinea worm endemic villages.36 Another
major limitation of Abate use is its adverse impact on marine life,
with studies showing lethal effects on saxicolous macro-inverte-
brates and other marine species that support seafood develop-
ment.37
2.5. Provision of safe drinking water
The provision of clean drinking water is a cost-effective
approach to eliminating the risk of Guinea worm and other
water-borne diseases. As part of efforts to address South Sudan’s
chronic water crisis, the World Bank and other partners in
collaboration with the Joint Multi Donor Trust Fund and American
International Development Agency, signed a US$ 30 million aid
package with the South Sudan government on a ‘Water Supply and
Sanitation Project’.38,39 It is however unclear the extent to which
priority will be accorded Guinea worm endemic counties.
Proximity of access to safe water supplies in South Sudan will
facilitate economic growth as women and children are less sick
from diarrheal diseases and more able to devote time currently
spent on trekking long distances to fetch water towards schooling
and commerce.40 The Kapoeta East County – epicenter of Guinea
worm disease – is among the most arid parts of South Sudan, with
average rainfall of less than 700 mm annually. It has no sustainable
water source, and most attempts to drill boreholes have so far
failed. For example, in Natinga village of East Kapoeta, there are
currently only eight barely functional boreholes for the whole
refugee camp community with an estimated population of 7073
people. This has led to continual migration by residents in search of
water, thus exposing them to increased risks of contracting and
transmitting Guinea worm disease.
2.6. Containment of transmission
The basic case containment strategy entails identiﬁcation of
cases within 24 h following worm emergence, management of
each case by application of topical antiseptics, careful removal of
worms to reduce breakage, occlusive bandages and health
education, obtaining history of travel and activities during the
period of worm emergence so as to identify potentially infected
drinking water sources, mobilization of the community to
undertake preventive measures, and reporting of cases to sector
supervisors to permit conﬁrmation of each case within a week of
worm emergence.41,42
The Carter Center pioneered case containment centers in the
Eastern Equatoria counties with the highest caseload: Kapoeta
North, Kapoeta South, Jie, and Kapoeta East. This strategy has
proved remarkably effective in South Sudan’s efforts to eradicate
Guineaworm.43 As case containment improves, there will be less
risk of infestation of water sources by new cases. However, ﬁnding
and containing the last remaining cases is the most difﬁcult stage
N. Awofeso / International Journal of Infectious Diseases 17 (2013) e577–e582 e581of the eradication process, as cases usually occur in remote often
difﬁcult to access rural areas, and rely on voluntary admission by
infected individuals to containment centers, which become
increasingly expensive to operate with falling case numbers.44,45
3. Discussion
Provided the Guinea worm case detection and containment
trends in Figure 3 are improved upon and the disease remains
concentrated in only several counties in South Sudan, a 2020 (not
2015) Guinea worm eradication target in South Sudan, and thus
globally, appears realistic. Speciﬁc improvements required in
relation to Guinea worm surveillance include improving accuracy
and completeness of reporting, and integration of surveillance to
case containment. Motivation of volunteers may include payment
of cash to those who report cases in South Sudan’s Guinea worm
endemic nations, thus turning every resident into a surveillance
agent, a strategy described by Carter Center’s Dr Donald Hopkins as
‘redundant surveillance’.46 In June 2012, the World Health
Organization appointed a Technical Ofﬁcer (Surveillance) for
Guinea worm control in South Sudan to facilitate an Integrated
Disease Surveillance and Response.47 Additional technical, ﬁnan-
cial, and training support currently being provided by the Carter
Center, Bill & Melinda Gates Foundation, and the United Kingdom’s
Department for International Development will help accelerate
integration and effectiveness of South Sudan’s Guinea worm
eradication efforts.
Patient and community education activities require policy
guidance at the national level. Such policies should describe
effective approaches to health education, frequency of contact
with Guinea worm endemic communities and nomadic popula-
tions, evaluation mechanisms, language translations for health
education booklets, and capacity building of the health education
workforce, particularly of volunteers with limited health care
delivery knowledge and competencies. It is possible to accumulate
and apply health knowledge without formal academic education,48
provided Guinea worm health educators are competent, utilize
culturally appropriate language, and adapt evidence-based health
education techniques.49 The strength of traditional beliefs and
treatment-seeking behavior in affected communities need to be
better understood.
Water ﬁltration is an effective short- to medium-term strategy
for reducing Guinea worm infection risks. Particularly among
cattle herders who require multiple water sources along cattle
tracks, it is important that they are provided with effective water
pipe ﬁlters. Two additional approaches to encourage adherence
include using culturally appropriate decorations on the rope so it
can also serve as a necklace, hence making owners more likely to
use it. Another useful approach is to encourage users to ﬁrst collect
water into a container prior to using the straw, instead of bending
over to drink straight from a pond. This approach makes the water
drinking process more convenient. Since pastoral routes in Guinea
worm endemic areas are well established, it may be feasible for the
government and NGOs to build water pumps along such routes (at
a cost of about $5000 each) so that nomads and other migratory
populations would have less need to drink water from potentially
infected ponds and lakes. The Agency for Research and Develop-
ment Initiative’s $500 000 ‘‘Access to Safe Water for Guinea Worm
Endemic communities’’ project in Kapoeta East and Kapoeta
South50 is an example of such targeted interventions.
Containment of transmission is one of the more challenging
areas of South Sudan’s Guinea worm eradication program. About a
third of all new Guinea worm cases as at September 2012 were not
adequately contained, thus posing a risk to further transmission.
With 81% of all Guinea worm cases now concentrated in Kapoeta
East County, containment rates should have been much higher. Amajor patient-related encumbrance to case containment is loss of
earnings from immobility, particularly among poor rural dwellers.
Currently, loss of earnings is partly compensated for by free food
and board for new cases accommodated in containment centers.
Innovative and more generous compensation methods may further
improve case containment rates. The current approach to
containment of transmission operates essentially as a vertical
program, in part due to the very poor state of South Sudan’s health
system.50,51 Improvements in South Sudan’s health system will not
only facilitate improved case containment, but also improve health
outcomes for all South Sudanese.
In conclusion, it is noteworthy that, since its inception in 2006,
reported Guinea worm cases in South Sudan have been falling
steadily and signiﬁcantly. SSGWEP reported a total of 521 cases of
Guinea worm in 2012 (96.1% of total global case load), compared
with 992 cases reported in 2011. With recent strengthening of
political will to eradicate the disease by the Government of South
Sudan as well as substantial input of ﬁnancial and technical
support by the international community,52 more can be done to
improve Guinea worm surveillance and case management, provide
better quality community education and expansion of potable
water supplies (particularly in Guinea worm endemic villages),
and strengthen South Sudan’s fragile health system. The speed of
ﬁnal eradication of Guinea worm from South Sudan will depend
critically on the nation’s socio-political trends, prioritization of
control strategies, and their effective long-term implementation.
Conﬂict of interest: No conﬂict of interest to declare.
Appendix A. Supplementary data
Supplementary data associated with this article can be found, in
the online version, at http://dx.doi.org/10.1016/j.ijid.2013.03.003.
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